Purpose: To develop and evaluate a "post-seclusion and/or restraint review" (PSRR) intervention implemented in an acute psychiatric care unit.
INTRODUCTION AND BACKGROUND
The need to contain violence can be a common event in health settings, especially in psychiatric wards, 1 since aggressive behavior is related to many acute and severe psychiatric diseases. 2 Aggressive behavior can be controlled though different levels of intervention: institutional, psychological, pharmacological, and, in extreme and dangerous situations, physical, such as seclusion and/or restraints (SR). 3 Recently, many strategies have been developed in order to reduce the application of seclusion as well as restraints, since the practice of these procedures is still a controversial ethical, medical, and legal issue. 4 According to many guidelines, after aggressive behavior leading to SR, a postevent intervention should be conducted with the patient and the healthcare team to ensure continuity of care and promote the reduction of aggression in acute wards. 5, 27 According to our local guidelines, seclusion is defined as "a control measure that consists in confining an individual to a location for a specific period of time and from which the person may not leave freely." Restraint is defined as "a control measure that consists in preventing or limiting a person's freedom of movement by using human strength, any mechanical means or by depriving the person of an instrument used to offset a handicap" (MSSS, 2015, p. 5) . For the purpose of this study, SR is defined as an unplanned measure used in a context of imminent danger to protect the patient and others. Moreover, restraints are only used in combination with seclusion, but seclusion can be used on its own.
A scoping review on postseclusion and/or restraint review (PSRR) (n = 32 articles) led us to propose the following definition: PSRR is a complex intervention taking place after an SR episode and targeting the patient and healthcare team to enhance the care experience and provide meaningful learning for the patient, staff, and organization. 6 The results of the scoping review showed that a PSRR should include both staff and patient feedback and foster reflexivity for all. The study also revealed that the gray literature provides some PSRR models 7, 8 ; but fails to document their development and implementation. The prevalence of PSRR in clinical settings is also poorly documented. A Canadian study noted that out of 50 patients, the majority found that there was no SR follow-up by a representative of the healthcare team. 9 According to Ryan and Happell, 10 this absence increases patient distress. The themes usually used in PSRR tools are the following: events leading to the incident, factors involved, effect on patients, and changes to future practice. 11, 12 Needs assessment with respect to PSRR was addressed in the UK by Bonner and Wellman, 13 who found that 93% of patients (n = 30) and all of the staff participants (n = 30) agreed that PSRR provided an opportunity to discuss an incident that may not have been addressed otherwise. According to a study by Ling et al. 12 , PSRR is also useful for care staff in helping to better understand the patient's point of view and restore the therapeutic relationship. Finally, only one study measured the effectiveness of a pilot PSRR in an acute psychiatric setting with a control group. 14 The authors demonstrated a significant decrease in seclusion hours for the 31 patients of the experimental group compared to those in the control group, who received usual care.
This article presents a case study involving the development, implementation, and evaluation of a PSRR with staff and patients in an acute psychiatric care unit in order to improve the quality of care. Our study attempted to answer the following questions: (1) What was the perspective of patients and staff regarding the modalities and impact of the PSRR?; (2) What were the facilitating factors and the obstacles to the implementation of PSRR?; and (3) Was the implementation of PSRR associated with a lower prevalence of SR application or with reduced time spent in these conditions?
METHODS

Design
This pilot study used a case study design, 15 which was essentially qualitative in nature, with an added quantitative component. We used a participatory approach, promoting partnership with the clinical setting, which allowed the intervention to be tailored to the specific needs of our setting according to staff, manager, and patient partner advice.
Setting
The setting involved an acute adult psychiatric care unit specialized in first-episode psychoses with a capacity of 27 patients. The unit was located in a psychiatric hospital (420 beds) in eastern Canada serving a mainly French-speaking population.
Sampling
Based on a 23% SR incidence rate 16 and an average participation rate of 50%, 17 a convenience sample targeted six to nine patient participants. The participation rate was 25% (n = 3/12); refusal was associated with reluctance to sign the consent form and difficulty revisiting a painful topic. The sampling process was conducted over a limited period of time to avoid major legislative changes taking place in the province of Quebec. Because these changes were not foreseen, patient sampling was prematurely stopped, even though data saturation had not been reached. The following inclusion criteria for patient participants were used: (1) experience of at least one SR episode, which occurred in the selected unit, 8-29 days prior to the interview; (2) clinical conditions and cognitive status that rendered them capable of participating in an interview; and (3) capacity to give consent, which was assessed before the interview by the psychiatric team and the research leader. Patients first met with the unit's head nurse, who informed them of the research project. If a patient agreed to participate, they met with the lead researcher, who provided them with more information about the study, had them sign the consent form, and proceeded with the interview. The patient sample consisted of three men presenting with psychotic symptoms (two had experienced seclusion and the other seclusion and restraint). Two of the participants were currently in preventive confinement.
Convenience sampling was used for staff selection (n = 12) in the last month of the evaluative phase, based on two inclusion criteria:
(1) experience of at least one SR episode and (2) being a regular employee or substitute in the selected unit. The sample included nine nurses and three orderlies from both day and evening shifts; their mean age was 41 years, and they had an average of 16 years of experience working in psychiatry (100% participation rate).
To examine SR prevalence, all patients in the selected unit were included in the study, covering the period, ranging from 6 months before to 6 months after the implementation (n = 195).
Phases of the study
The phases of the study were adapted from Sidani and Braden's 18 approach for developing, implementing, and evaluating nursing interventions. To understand the problem under study, Sidani and Braden 18 propose combining theoretical, empirical, and experiential approaches ( Figure 1 ).
Phase 1: Development of the intervention
For the theoretical approach, a scoping review of the theoretical and empirical literature on PSRR 6 led us to adopt Bonner's 11 model for PSRR with the patient and Huckshorn's 7 model for PSRR with staff.
For the empirical approach, we documented the context of implementation of the PSRR to understand the setting in relation to the main factors influencing the staff's decision to use SR. The results of this phase are presented in a previous article. 26 Overall, PSRR practices depended on the care provider, and there was no clear consensus on its objective with the patient. Moreover, there was no team debriefing if no problems were encountered during the SR event.
For the experiential approach, the PSRR models identified in the scoping review 7, 11 were submitted to a research and clinical committee. The committee was composed of researchers and nurses who had between 11 and 36 years of mental health experience (first author, head nurse, two assistant head nurses, three nurses showing positive clinical leadership, and a patient-partner having experienced SR), which helped adapt the models to the setting. Moreover, the involvement of these experts was essential to increase the acceptability of the intervention. 18 Four meetings, which each lasted between 90 and 120 min, were required to obtain consensus on the issues to address when conducting PSRR with patients and staff. The last meeting involved validation of the final version of the PSRR and the modalities of its implementation. Data from these meetings were collected by 
Phase 2: Implementation of the intervention
Staff training took place in September 2014. Two informative presentations of 15-30 min were given to the nurses and attendants by the first author to cover the two aspects of the intervention, i.e., PSRR with the patient and PSRR with the healthcare team. The training was followed by a 1-month testing period during which the researcher helped the staff implement the process by answering questions on a daily basis. No changes were made to the intervention during this period.
Phase 3: Evaluation
Individual semi-structured interviews (n = 15) were conducted using interview guides to answer questions 1 and 2. Interviews (average 40 min) were conducted by the first author in a private area of the hospital. The interview guide consisted of open-ended questions focusing on areas defined by the multifactor decision-making influence model regarding seclusion. 20 The model was used to guide (1) Who: Staff member identified in the staff report.
How: Face-to-face meetings.
Where: Inpatient hospital room or private area.
What (procedures): Open discussion addressing the issues listed below to foster reflectivity of both patient and healthcare provider. Tailoring: The term "seclusion" is used for all the questions, but the healthcare professional is encouraged to use the patient's own words and according to his or her situation.
6 months before and 6 months after the PSRR implementation were obtained from anonymized administrative data (n = 195 admissions).
Data analysis
Interviews were recorded on a DAT recorder and transcribed verbatim. Qualitative data analysis was conducted using a content analysis method involving three concurrent streams: data reduction, data
TA B L E 2 PSRR with the healthcare team
Name: PSRR with the healthcare team
Why: To improve the quality of care surrounding an SR episode through learning gained from a rigorous analysis of the event.
When: One to several days post-SR Who: Those present at the event and those directly involved.
Where: Nursing station or private area.
What (procedures): Open discussion addressing the issues listed below to foster reflective practice.
Environment
-What was the environment like?
-Was the patient familiar with the unit and its rules?
-Did the patient witness an SR or another disturbing event?
-Do we know if the patient had been in SR before?
-Did a member of the team develop a trusting relationship with the patient?
-Did we know the patient well enough to identify his or her personal triggers?
-Did the patient's behavior change during or before the shift?
-Did someone in the team speak to the patient before the incident? display, and conclusion drawing/verification. 21 Data reduction was an iterative process that involved coding the verbatim transcripts according to factors influencing SR decisions (1,113 codified segments).
The qualitative data analysis software QDA Miner facilitated this operation. Data display was achieved by producing synthesis tables by theme to identify recurrences. To demonstrate consistency among the codified segments between raters, interrater reliability was assessed.
For staff interviews, the first and second authors achieved a high degree of interrater reliability ( = 0.86) over 10% of the material. For patient interviews, a high degree of interrater reliability ( = 0.92) was achieved with a research patient-partner over 30% of the material.
A multi-recoding reliability exercise, in which the same pages were coded at two intervals, ensured excellent internal coherence ( = 0.95). Method triangulation was ensured through logbook notes.
For quantitative data, descriptive statistics were performed on the raw data pertaining to SR indicators. The Mann-Whitney Utest is a rank-based nonparametric test that was used to determine whether there were differences between the two groups on an ordinaldependent variable (time spent in SR). The chi-square test was used to examine whether two categorical variables were associated (presence/absence of SR). The data were processed using the SPSS 23.0 software package.
Criteria to evaluate the research
Rigor of the study was ensured by respecting the scientific criteria established by Lincoln, Lynham, and Guba. 22 Credibility was guaranteed through a triangulation of methods (interviews, administrative data), participants (patients, staff), and researchers (interrater agreement). Statistical analyses were validated by an independent biostatistician. Detailed documentation of each phase informed the research process, which contributed to the study's reliability. Confirmability was established by the many excerpts presented to ensure consistency between the data and the proposed interpretation. Finally, the reader may refer to the article documenting the context of the study 26 to evaluate the transferability of the study to other settings.
Ethical considerations
The protocol was submitted and accepted by the hospital's research and ethics committees (P2013-042).
RESULTS
During the evaluation phase, the PSRR was conducted for 9 out of 12 SR incidents. The reported length of the intervention was 10-30 min.
The results are presented according to research question. Results for modalities, impact, facilitators, and challenges were based on patient and staff interviews; frequency and time spent in SR were retrieved from administrative data.
PSRR with the patient: Qualitative analysis
PSRR with the patient was presented as a reference tool for care staff and a training tool for new nurses. The main advantage of the PSRR was that it allowed for adjusting the questions, which were a starting point for the intervention: "It's obviously flexible. It's the result of group reflection" (S1). Staff also noted an increase in PSRR with the patient: "This was the first time I really took the time to get the patient's feedback and talk about it" (S1). According to staff, the very action of conducting PSRR with the patient reflected openness and a desire to focus on patient needs. One staff member also said that the patient "was glad that I listened to him and that we took the time. He seemed satisfied and proud to have been able to express himself and be heard" (S3).
For staff, several objectives were met through the PSRR with the patient. First, it allowed staff to explore the patient's point of view to assess his or her understanding of the SR and complement it if necessary. For some staff members, it was an opportunity to "get certain messages through" (S4). However, there was a considerable challenge facing staff when conducting PSRR: to ensure that the explanation did not turn into self-justification for the intervention.
For all care staff, the PSRR was a way to restore the trust relationship. As such, discussions were patient-centered: "I asked him a lot of questions especially to know how he felt, to let him know that he was important" (S4). In this regard, one patient said: "What I really want is to be able to express my thoughts freely and not be afraid that if I don't do things properly I'll face the consequences. What I need is for someone to listen and to know that I'm safe either way" (P1).
In some cases, the sharing of emotions was mutual: "How did you feel? I'll tell you how I felt. There were real one-on-one questions about real issues: you experienced something, we also experienced something, let's share it" (S11). Discussing the feelings experienced by the patient (and in some cases their own) opened a dialogue that "perhaps creates an even stronger bond of trust between patients and nurses" (S8). It helped support patients in their recovery process by offering an opportunity to promote patient empowerment: "It gives them power over their ability to self-manage by suggesting medication or reducing stimulation" (S7).
The PSRR also contributed to a sense of fulfillment for staff in carrying out their role: "I feel valued in that I gave time to the patient to listen to him, and the patient knows that I am there and that I made the effort to go through this with him" (S2). Not only did it bring awareness about the trauma experienced by the patient, it also helped staff manage their own feelings. "It's forgiving. Like it or not, some situations mark us more than others" (S11). For many staff members, personal reflection was also prompted by discussions with the patient.
Another objective shared by all staff members was to initiate discussion about what could have been done differently by both the patient and staff to avoid future escalations of aggression. One staff member remarked: "We have to find ways to prevent this from happening again.
What can you do? What can we do? If you want to avoid this, if you want to find ways not to relapse, we have to talk about it" (S10). However, one patient reported fearing that SR would reoccur, not knowing how to express his anger: "Just walking down the hall and turning my head toward the seclusion room, and I see myself tied up. It hurts. I can't react because I'm afraid to get angry, because I'm afraid they'll tie me up again" (S1).
Regarding timing of the PSRR, although a 24-48-hr interval was proposed, a wide variability in practice was discussed by the participants (in terms of minutes, hours, days, weeks). For the majority of staff, follow-up occurred when they felt the patient was ready to talk about the SR and, in some cases, when they themselves felt emotionally available: "With patients, you have to wait for the dust to settle, for yourself, but especially for them. If you do it the day after it's like pushing a button and triggering something that hasn't completely healed" (S1). Some staff also emphasized the importance of conducting several follow-ups with patients according to the stages of their recovery: "Sometimes it's just a little feedback to open the door and deal with a part of it. After that, you open the door wider so they can express more. There are several stages to follow" (S3). This is similar to the point of view of the patients, who felt that the PSRR was appropriate 1 week after the SR episode. One patient said: "What I don't like is that when I'm eager, they tell me to calm down, but when they're eager, it has to be done" (P1). Genuinely taking the time to follow up with patients was seen as an exemplary approach for the patients.
In the majority of cases, the nurse responsible for the patient initiated the PSRR. In some cases, another staff member took over (e.g., day
off, weakened trust relationship). Allowing patients to choose between their nurse and a neutral person was proposed; as a result, one patient appreciated the nurse's initiative to follow up, while another preferred to talk with a trusted administrator.
In sum, the majority of care staff readily adopted PSRR with patients and demonstrated a high degree of assimilation of its principles. PSRR with staff was described by care providers as offering an interpretation of the situation having led to SR in order to prevent it from reoccurring: "If the patient went that far, was the relationship with the staff member good, could the SR have been avoided, were there alternatives?" (S8). The care staff's objective was to improve the care provided, which required reflection on customary practices. PSRR was viewed as a learning opportunity, which could lead to adjustments in the intervention. In this regard, one care provider said: "We can learn from it because if a mistake was made and we don't talk about it we'll never assimilate it. Take the time to talk; you can visualize it;
PSRR with the healthcare team: Qualitative analysis
others can bring different points of view. It helps us improve and be better equipped" (S6). Some staff members took the discussion further by questioning the SR decisional process and its appropriateness: "Try to learn from the experience and say: maybe you took the decision too quickly; maybe we could have done things differently" (S7). Moreover, the group discussion nurtured personal reflections that continued well after the PSRR for many care providers.
In sum, unlike PSRR with the patient, PSRR with the healthcare team was less integrated into practice for two main reasons:
1. it was only considered relevant if the SR was perceived as difficult and 2. it called into question the quality of relationships between staff members.
Facilitators and challenges of the PSRR with the patient and with the healthcare team
The main facilitator of PSRR implementation was the study's participatory approach. Indeed, the care providers who participated in the development of the PSRR appreciated that their opinions were taken into account early in the process, which fostered commitment. The participatory approach also helped in the co-construction of new knowledge by combining evidence with participants' experiential knowledge, as noted here: "We bring some of our experience. New people bring new ideas too, so I think combining them together, you try to see what you can do better with everyone's ideas" (S6). During the development phase, the care staff also appreciated that existing PSRR models were adapted to the intervention setting, "so it better reflected us" (S10). This increased acceptability of the intervention for both staff and patients. Other facilitators included the involvement of the researcher in the setting, and the leadership of the administrator.
The main challenge concerned the modalities of the intervention.
Incorporating the intervention routinely despite organizational difficulties (transfers, patient leaves, vacations), and including everyone involved in the SR were constant challenges. Both staff and patients noted the difficulty of overcoming their fear of patient refusal, going beyond the perceived discomfort, and finding the right time to meet.
Suggesting the PSRR within 24-48 hr post-SR was a barrier not only to its feasibility but also to its acceptability. Certain patient characteristics were also seen as barriers, such as irritability or a diagnosis of borderline personality disorder. As one staff member noted: "For some patients, I wouldn't even do it because they're not receptive, and I would just irritate them" (S7). Staff pointed out that patient interest F I G U R E 2 Prevalence of seclusion and restraint before and after PSSR (% of patients)
in PSRR was variable, ranging from cooperation to refusal, with some staff being surprised at the patient's openness about discussing the SR.
This variability is consistent with our sample of patients, two of whom found it important to talk about the SR, while one was not interested at all in doing so.
Seclusion and restraint use before and after the PSRR: Quantitative analysis
In the 6 months prior to the study, 21% of the patients hospitalized 
DISCUSSION
The purpose of this pilot study was to develop, implement, and evalu- It is important to validate with patients the care provider with whom they feel the most comfortable to talk about their SR with: their assigned nurse or a neutral person.
When?
Although the literature presents PSRR with the patient as a single intervention, our study highlights the importance of progressively supporting the patient during the aftermath of SR. Three moments appear to be crucial to the patient's recovery progress: (1) upon termination of the SR and reintegration with peers and care staff, (2) when the patient demonstrates sufficient stability and hindsight to have a discussion, and (3) in preparation of hospital discharge, to validate the patient's interpretation of the SR.
How?
The care provider's genuine presence is essential for there to be authentic and meaningful sharing between the patient and the care provider. As Ryan and Happell 10 deftly put it "support us, don't preach to us." integration between patients and staff mostly because this intervention was not interpreted as an imposed procedure.
PSRR with the patient
According to staff, one of the main benefits of PSRR with the patient was its potential for restoring the trust relationship. Indeed, the mere fact of conducting a PSRR illustrated the willingness of care providers to open the discussion with patients, allowing access to each other's perspective. This trust relationship is the cornerstone of supporting patients in their recovery. This potential benefit was proposed by Ling et al. 12 , but it had not yet been evaluated. Offering patients the possibility of participating in improving care was also seen as a vector for empowerment.
Based on these results, we may ascertain that PSRR with the patient was not previously part of the staff's usual practice. This corroborates Needham and Sands' 23 retrospective file audit, which revealed that only 1 out of 63 files had evidence of PSRR explicitly related to SR. Our participatory study allowed overcoming the perceived discomfort of all parties by systematizing PSRR with the patient.
Although the PSRR developed with the research and clinical committee was the result of a collaboration with the clinical setting, care staff spontaneously adapted its modalities when incorporating it into their practice. Since the PSRR proposed by the committee was based on limited evidence, it was particularly relevant to incorporate the points of view of both staff and patients (Table 3 ).
PSRR with the heathcare team
Our evaluation of PSRR with the healthcare team showed that it was less incorporated into practice compared to PSRR with the patient.
Three main findings emerged. First, it occurred only in exceptional circumstances (e.g., physical aggression), which probably indicates a certain trivialization of SR by staff. Conversely, it was rarely experienced as ordinary by patients. The action research led by Ryan and Happell 10 also found that staff PSRR practices did not necessarily correspond to the needs of patients. Second, while the model proposed by the research and clinical committee was interdisciplinary, the committee decided to restrict the practice to witnesses of the SR, who were essentially nurses. This choice put into question the place given to interdisciplinarity in the study setting, whereas in the model proposed by Huckshorn, 7 staff, patients and/or their representatives, and all those involved are invited to participate in the PSRR. Finally, organizing the PSRR with staff was presented as more complex because it required the presence of all staff members involved in the SR episode.
SR use
A statistically significant reduction in both the number of patients exposed to seclusion and hours spent in seclusion was observed. These findings are comparable to those from the only other evaluative study of PSRR in a psychiatric setting, which showed that the 31 participants in the experimental group had significantly fewer hours of seclusion. 14 For these authors, implementation of PSRR with patients resulted in an increased awareness of the negative impacts of seclusion for ward staff, to the point of changing their practice. No significant difference was noted for restraint use. Staff perceived restraint as more coercive than seclusion and rarely used it. Therefore, it was difficult to observe a significant difference in an observation period of only 6 months.
STUDY LIMITATIONS
The limitations of this study are related to its small sample size as well as an imbalance in staff/patient ratios for both the interviews and the research and clinical committee. A systematic review explored the methodological and ethical challenges faced by studies (n = 32) exploring coercive measures from patients' perspectives. 17 According to these authors, the studies presenting with the greatest success rate were those whose recruitment strategy did not rest on care providers.
For future studies on PSRR, we recommend that patient recruitment be conducted by other patients trained to this effect (research patient partners). In fact, Domecq and colleagues (2014) found recruitment rates to be higher in their study when the task was entrusted to a patient partner. Furthermore, since the first author conducted both the training of the staff participants and the interviews, the possibility of social desirability bias in the evaluation should be emphasized. The inclusion of physicians in the research and clinical committee would have favored a more interdisciplinary intervention and would have been more consistent with their influence on decisions regarding SR.
Finally, it is difficult to attribute reduction in SR solely to the PSRR considering the study was conducted in a natural setting with several confounding variables.
CONCLUSION
The results of this study allowed us to develop and evaluate PSRR tools with both patients and staff. PSRR offers the possibility for patients and staff to improve the quality of care as well as the safety of the ward, specifically by promoting not only a reduction in SR use but also, most likely, a reduction in ward violence, as some studies have highlighted. 24, 25 PSRR seems to provoke reflections for everyone involved, which foster mutual learning and changes in practice, as illustrated by the significant reduction in both hours spent in seclusion and proportion of patients exposed to seclusion. Our study contributes to increasing the breadth of knowledge on the aftermath of SR as well as to evidenced-based practice. In this regard, we would like to underscore the fact that our pilot study has assessed the acceptability and feasibility of a participatory approach to PSRR development and implementation. Future research should rigorously evaluate the impact of PSRR in a larger patient sample.
